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The common bile duct stenting has been the procedure frequently employed in various pathologies secondary to benign or malignant diseases in the biliary tract. The above procedure of common bile duct stenting was first described by Soehendra and Reynders- Frederix,\[[@ref1][@ref2]\] in 1980. The procedure is conducted with very low morbidity and negligible mortality rate but as the number of procedures are increasing few early and late complications have been reported. Common late complications in the form of stent migration are reported in 10% of the cases.\[[@ref1]\] Distal impaction following stent migration is commonly seen in bowel with hernia, adhesions, kinks, colonic diverticula, and rarely in appendix lumen. Migration in sigmoid colon through diverticula and further impaction in sacral foramina are rarely reported. Retrieval is usually done through endoscope with very low rate of complications.

C[ASE]{.smallcaps} R[EPORT]{.smallcaps} {#sec1-2}
=======================================

A 58-year-old woman presented to the outpatient department with dull aching pain in the left lower abdomen of 1-month duration. The patient had a history of endoscopic retrograde cholangiopancreatography (ERCP) with sphincterotomy done with extraction of common bile duct stones and insertion of biliary plastic stent 10F 8 cm long. Later on, after 1 month, the patient underwent laparoscopic cholecystectomy. However, the patient did not turn up for stent removal in spite of advice.

On examination, pulse rate was 84/min, blood pressure was 130/80 mmHg, and respiratory rate was 20/min. Abdominal and rectal digital examination was normal. Computed tomography scan done showed stent impacted in sacral foramina in the left iliac fossa \[Figures [1](#F1){ref-type="fig"} and [2](#F2){ref-type="fig"}\]. Colonoscopy showed multiple sigmoid diverticula with stent impacted in one of them in mid-sigmoid colon. Stent retrieval was done through colonoscopy with extractor forceps. The patient had an uneventful recovery and was discharged on the subsequent day \[[Figure 3](#F3){ref-type="fig"}\]. The patient was seen 1 month later and was fine.

![Computed tomography scan showing stent in sigmoid colon](NJS-25-104-g001){#F1}

![Computed tomography scan three-dimensional image showing stent impacted in sacral foramina](NJS-25-104-g002){#F2}

![Stent retrieved via colonoscope](NJS-25-104-g003){#F3}
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Common bile duct stent insertion was introduced by Soehendra and Reynders-Frederix in 1980 for ERCP and bile duct stone extraction. Today, it has been the gold standard for the same. Biliary stents are also used for the treatment of benign and malignant bile duct strictures. In benign conditions, biliary stenting is done for the management of bile duct fistulas or leaks. In malignant bile duct obstructions due to cholangiocarcinomas or pancreatic malignancies, bile duct stenting apart from palliative use can be also used effectively to correct the jaundice before definitive surgery. However, there are certain limitations in its use when the biliary obstruction cannot be bypassed due to tight nature of the stricture. In such cases, bile duct stenting is done after adequate dilatation or percutaneously through transhepatic route through percutaneous transhepatic cholangiography channel. Ideally, the stent should be removed or changed after 6 weeks to prevent its complications. Biliary stents are of two types plastic and metallic, the former can be straight or double pigtail, whereas the latter is mainly used for the management of malignant strictures. Biliary stents are safe to use; however, few complications are known to occur in a small group of patients. Early complications following ERCP has a 5% risk in the form of infection (35%), pancreatitis (29%),), bleeding (23%), perforation (6%), early stent migration (3%), and renal failure (3%).\[[@ref3]\] Late complications in the form of stent migration (10%) either proximal or distal, stent obstruction, and infections are seen to occur due to failure in timely removal of the stents.\[[@ref4]\] Proximal migration occurs in proximal hepatic ducts and present with jaundice. Although distal migration usually passes safely down the intestines, a few cases of stent impaction are seen in bowels with kinks, adhesions, hernia sites, and diverticula.\[[@ref5]\] Impaction is more seen in plastic stents due to its configuration with side wings and barbs. Impaction can further lead to perforation, abscess, and fistula formation. Extraintestinal stent migration through intestinal perforation is common with straight plastic biliary stents leading to diffuse peritonitis and intraperitoneal abscesses. Perforation is common in the duodenum it being a fixed structure and can lead to retroperitoneal biliomas.\[[@ref6]\] Further down perforation can occur in small bowel or colon fixed due to adhesions, hernia, or diverticula. Retrieval is usually done through endoscope using forceps, balloon, basket, or laparotomy. However, emergency laparotomy is indicated for retrieval when there is extraintestinal migration with gross contamination. Retroperitoneal bilomas need aspiration. Impaction commonly occurs in less than 1% cases in the duodenum and distal ileum,\[[@ref7]\] rarely seen in sigmoid diverticula leading to fistulas and abscesses. Here, we present a rare case of stent impaction in sacral foramina after perforation through sigmoid diverticula which as per our search is not found reported in the literature. Early retrieval done through endoscopy or surgery leads to cure.
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All patients with biliary plastic stents should be advised and counseled about its removal 6 weeks postprocedure and explained the complications in case of failure to comply. Patients presenting with abdominal pain or jaundice with past history of ERCP and biliary stent insertion, the strong possibility of stent migration and impaction has to be kept in mind, especially in patients with known risk factors for stent impaction such as hernias, adhesions and colonic diverticula.
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